King Edward Memorial Hospital, the 2 Curtin University Background: Medication-related morbidity and mortality has a major impact on the Australian health care system, however there is little known about the extent of this problem in a neonatology setting. The objectives of the study are to evaluate the MRPs detected and prevented by neonatology clinical pharmacists in a Principal Referral and Specialist Neonatal Clinical Care Unit in Australia.
AN INNOVATIVE WARMER-CRADLE FOR NEONATAL RESUSCITATION WITH INTACT PLACENTAL CIRCULATION
Background: Resuscitation with intact placental circulation (RIPC) seems crucial in babies requiring resuscitation. This allows continued oxygen supply from placenta. Devices developed for RIPC are scarce. Developing a compact platform that can move near mothers without compromising space and resources for delivery room personnel is a challenge.
Methods: The multidisciplinary product development team consisted of Neonatologists, Obstetricians, Engineers and industrial Designers. Radiant heat source was predefined mandatory. Three-dimensional conceptual sketch diagram with accurate measurements and placements of components was conceived. Functional and safety aspects of components were reviewed and serial prototypes with appropriate modifications were designed to achieve a satisfactory final product. We evaluated the final product in simulated manikin resuscitations across various settings. We named it ICAN RIPC Warmer-cradle.
Results: Our device features an overhead radiant source (160x80x60 cm) with 180o rotatability facilitating approach from any side. Cradle is height adjustable and has unique rotating and sliding-out features enabling reach within 50 cm of mother's perineum. Base is short (80x60 cm) with easy mobility permitting close positioning. The device accommodates add-ons like T-piece resuscitator, oxygen blender, suction apparatus and APGAR timer in a modular design. Background: Very and extremely preterm infants who require intubation and mechanical ventilation often receive surfactant therapy. We introduced a practice to use a 120 mg vial of poractant alfa surfactant for all preterm infants up to 1.2 kg birth weight; this provides doses of 100-250 mg/kg. We performed this audit to assess if the surfactant dose potentially affects early respiratory outcomes.
Method: Retrospective review of all intubated and mechanically ventilated preterm infants born at a single tertiary NICU during 2014 at less than 32 weeks' gestational age (GA) with a birth weight of 1200 grams or less; only infants who received a single dose of surfactant were included in this audit.
Results: Of the 271 very preterm infants born at less than 32 weeks GA admitted to the NICU, 138 (51%) were intubated and mechanically ventilated. 94 (82%) received at least one dose of surfactant of whom 50 weighed less than 1.2 kg at birth and received a single dose of surfactant. The surfactant dose (in mg/kg) correlated with the duration of mechanical ventilation (p < 0.001), duration of any respiratory support (ventilation, nasal CPAP and/or high flow per nasal cannula; p = 0.006) and BPD (p = 0.033) but only duration of mechanical ventilation remained significant (p = 0.029) after adjustment for gestational age; higher surfactant doses were associated with longer ventilation.
Conclusions: After adjustment for GA, variation of surfactant doses between 100 and 250 mg/kg did not correlate with most respiratory outcomes in this retrospective audit; only duration of mechanical ventilation is potentially affected; a larger prospective study is needed to verify such potential effect. Background: Acquired subglottic stenosis (SGS) is a serious consequence of endotracheal intubation for mechanical ventilation in neonates.
ACQUIRED SEVERE SUBGLOTTIC STENOSIS IN NEONATAL INTENSIVE CARE GRADUATES
Method: We performed a retrospective review of patients who underwent surgical intervention for SGS in a sole tertiary children's hospital from January 2006 to December 2014. For each neonate with SGS, 2 controls were matched for gestation and year of birth to identify potential causative factors for its development.
Results: 43 patients (2 weeks-13 years) required surgical intervention for acquired SGS. 37/43 (83.7%) were neonatal intensive care (NICU) graduates with 35/37 being <30 weeks gestation at birth. The incidence of severe SGS in ventilated neonates who survived to discharge was 0.93%. The incidence increased with decreasing gestation, with the highest incidence of 9.1% in 23 week gestation infants surviving to discharge. When compared with matched controls, development of SGS was associated with: higher number of endotracheal tubes (ETT) (4 v 2; p < 0.001); longer duration of ventilation (16 v 9.5 days; p < 0.001); traumatic intubation (34.3% v 7.1%; p = 0.001); and the use of oversized ETT (74.3% v 42.9%; p = 0.001) ( Background: Thermoregulatory management is standard care in NICU, but rarely a priority elsewhere in hospital despite infants being prone to heat loss. This prospective observational study aimed to determine whether transport and management during surgery or MRI increased the risk of hypothermia in infants being managed in a tertiary NICU.
Methods: Core temperature (rectal or oesophageal) and cardiorespiratory parameters were continuously measured from 15 min before leaving NICU to 60 min after returning in 64 newborn infants requiring either surgery in the operating theatre (OT; n = 43) or an MRI scan (n = 21). Temperature was determined at standardised phases during the MRI and OT clinical care and during transport. Percentage normothermia (36.5 C-37.5 C)
was compared at each study phase. Results: 86% (MRI) and 94% (OT) of infants were normothermic before leaving NICU. Infants were a mean (95%CI) 0.40 (0.02, 0.81) C colder after an MRI scan than prior to entering the scanner (p = 0.03, ANOVA). 90% of infants were normothermic on entering MRI compared with 43% both immediately after and 60 min after returning to NICU; p = 0.003, RR (95%CI) 4.75 (1.62, 17.2), NNT 2. Between arriving at and leaving OT, core temperature decreased by mean (95%CI) 0.60 (0.03,1.20) C (p = 0.03, ANOVA). 88% of infants were normothermic on arrival to OT compared with 56% on leaving; p = 0.005, RR (95%CI) 1.56 (1.17, 2.17), NNT 3. By 60 min after returing to NICU 86% were normothermic. Conclusions: Unintentional hypothermia is a common occurrence during Surgery in OT and MRI scan. There are no evidence-based guidelines or standardised interventions for thermal care in either environment.
